WSIB - Know Your Rights



Goals

Provide an overview of some of the important changes at the
Workplace Safety and Insurance Board.

To help you understand worker rights concerning workers'
compensation.

To help you to follow the proper procedures and receive the
appropriate benefits.

To provide you with an understanding the obligations
required of the worker, union and employer

It is not intended to be a legal document.
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AGENDA

Recent WSIB history

Steps to follow in the case of injury
How to start a claim

Worker - Union /| Employer obligations
Roles of the WSIB

Return to Work

Where do | go from here??
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Purpose of WSIA

The purpose of this Act is to accomplish the following in a
financially responsible and accountable manner:

1. To promote health and safety in workplaces.

2. To facilitate the return to work and recovery of workers
who sustain personal injury arising out of and in the course of
employment or who suffer from an occupational disease.

3. To facilitate the re-entry into the labour market of workers
and spouses of deceased workers.

4. To provide compensation and other benefits to workers
and to the survivors of deceased workers.

Canadian Union of Public Employees DJC/dt cope491



Steps to follow in case of injury

Immediately report all accidents/incidents to
supervisor before leaving worksite

mmediately seek medical attention

Notify the union representative

Note any withesses

Let people know of your pain

Keep copies of all correspondence

Keep a diary of all verbal communication
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How to Start a Claim

Workers are required to apply for WSIB
benefits:

Three ways to apply for WSIB benefits:

1. Form 6 —Worker form
2. Form7-Employerform
3. Form 8 —Health Professional's

Report Form
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Form 6 — Worker’s Report of Injury /

Form

Normally arrives in the mail

Worker should ensure accuracy and
consistency in reporting:

Accident information
Areas of injury

Earnings — including other jobs
Witnhesses

MW N R
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Mail To
200 Front Street West
Toronto DN MSV 31

ORFaxTa:
416-344-4684

WEIB
CSPAAT

Please PRINT in black ink

Form 6 —Worker’s Report of Injury

Worker's Report
of Injury,/Disease (Form 6)

OR1-888-313-7373

A. Worker Information

, il

Last Name

Address (rumber, st

e, apt., sulte, uriy

City/Town

Job Title/Gecupation (at the time you were hurt)

First Name. Social Insurance Number
Telephone -
( )
— “Troie  TresaCose ] T -
Province Alternate,/ Cell Fhone
‘ )
Date you How long have you
been doing this b
with employer for this employer?

Only check If you
are one of the followlng

Your Preferred Language
E O

[engisn [ Jrrenen ot
Are you a membe:

wnion?

One

Provide your Union Name and Lo

inthis claim?

[Jeseouthe [ olectudotto  [owror [ Jspouse ormiathe ofhe omployer | 242"

Do you autharize your union 10 represent you

dd mm

| Would an intorpre
| be heipfur?

If yes, do you consent to the xii;:lmum ofverbal claim
flle status information to your union representative?

B JuL
[CJres [

e [mo

B. Employer Information

Company, Enployer Name

Addross

y/Town

[Frovince [ Postal Code

YourImmediate Supenvisor's Name.

Campany Telephone
( )

€. Accident/lliness Dates & Details

1. Date and hour @ mm W
of ace dent/ Awareness
ofilvess
Dmnandhmrrrenmeﬂ 4 mm
19 employe

3. ArsacfInjuy (Body Part - (Please check

Head Teeth
Face MNeck
Eyels) Chest

Earfs)

|:| Other:

4. Did the accident/liness hagpen on D"'
the employer's property or work site”

(=

El no-
e

5. 0ld 1 happen outside tha Province
of Ontario’

Bm E 2, Viho did you repert this accident, | Ingss t? (Name & Position)

i that -ppry)

PN
i Telephone
PN ( y
Right Leh R no| et Right | Left i
Enn.mlpn Wrist Hip Ankle
Hend 1h|gh Foot
Eltuw Fingerls) Toe(s)
1 Forearm Lavert leg
. .
o |:| Left Handed D Right handed
" speciywhere t happened [shop floor, warehouse, dlient/ customer rking lot, etc.):

i yes,
{eity, provinee/state, country}:

6. Have you hurtthis areals) of your
body before?

Clves (e

7. Doyou nave any prior
related WSI3/WCB claims?

D o L__| yos.- In Ontario D yes - Qutsida Ortario

00064 (07/05)

A guide to complete this form is available at k

Pege 1afd
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Form 6 — Page 2

Worker's Report
B of Injury/Disease (Form )
e

Claim Number

Please PRINT in black ink

Sacial Insurance Kumber

8. I you had asudden type of accident/liness, deseibe yournjury and what happened to cause t e e back e g 50 pound b, spaned
\m:a\nku when | slipped on a wet floor, used a new cleaner rash). Ples s and namos of any objects [voked,

Wiorker Name - Last Name. ‘ First Name

C. Accident/lliness Dates & Details (continued) ]

\5you hed & gradual anset type of njury, destribe your injury, the work thet you do and what you believe caused your injury/condion.

9. When did you first start to have problems with this injury/ condi

10, I you did not report this to your employer ri ght avay, please tall us the reasan w!

1. ifthers were any witnzsses to your accident, of fyou mentioned your pain o preblems to yoursupervisor or any of your co-workers,
give usthelr names & positions:

i Narme ] Position |
1. |
2.
12. The Workplace Safe your employer to give you a copy of the Employer's Report of Injury/Disease (Form 7).
Did you recaive a copy of the Form 77 F] yes [Jro
The Workplace Safety and Insurance Act requires you to give a copy of this report
(Worker's Report of Injury/Disease - Form 6) to your employer.
D. Health Care Information ] Give your Health Professianal your WSIE Claim number.
1. Didyou gcmmmo Ifyes,when  dd mm w  and bywhom (Name):
orcares [Clyes [

2. Where did yau go for health care, faryour injury, outside of work? (Check all that apply)

Facility/Hospital (Name & Address) [ Date of Visit {dd/mm/yy) |
Date of Wisi {60/ mm/%) | [ ] Ambulance
| [] Emergency | — Health
] Ucmmam | [ Bsesional ottce
Admitted to ——

| D™ | o L ciie _ .
3. Were jou prescrived sy medications/6mes? [ yos [ no 4, Were you referred for any other treatmant or tests? CJwes [Jno
5. Did youtalkto w.urream- professional about going backto s [no  F yes, were you given

regular or modified w O=0 any worklimitations? 1908 CJmo
6. Did you tell your emplayer you went for medical treatment? D yes D no If no, please tell your employer right away.

dd ommo gy Name
It yes, when? and to whom?
Position

0006 (07/05) Page 20f4
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Form 6 — Page 3

Worker's Report
of Injury/Disease (Form 6)

Claim Number
Pleasa PRINT In black ink
Worker Name - Last Name {r-m Name Social Insurance Number
I
E. Lost Time & Return to Work |
1. After the day of aceident/ liness:
[[] 1 retumadto workto my vegular job and did nok lase any time of pay,
[[] 1retumed to modified duties and did not lose any time or pay.
D | lost time and/or pay (e.g. regular pay, shift dfferantial, benuses, premiums, etc.).
Dateyou firstlosttime and/orpay | 9% ™"
[
. de
liyes p  Date ofyour retum tawark [Iregmarw-:rk Dmcuireowm
o Did you discuss retum to work with N Does your amployer have modified work?
P urenpieyer s [Jm Cles O
F. Earnings (Do not include overtime here) )|
L. Rateoipay ¢ per [] hour ] week [ other
2. Usual number of pay hours gor [ weok D e
3, I you lost tme from wark after the day of accident/iliness, did your employer continue to pay yes Omo
4. Have you applied for, or did you receive, any other benefits (money)} while off work
" yes a
(6.8 E) benefits, sich oenefits, sacial sendces, insurance, elz.). = O
5, Atthe fime of the accident/liness did you work for more than ane employer? [:] yos |:| no
@. Declarations and Signature I
By signing below, you are claming benefits under the Workplace Safety a Act, 1987, fora work-related Injury or disease. When you make a claim for
benefits, you must consent to disclose your functional abilities Information. Your consent allows your health professional to release information aboutyour funetional
abilities diractly to your emplayer in addition to the WSIB
L n affence to deliberately make f and Board.
1are that all of the information pmld.n on pagos 1,2, and 3 is true.
Signature Date (c,/mm/y7)
you are under the age of 18, yourparent o gardian, must authorize he e ease o he funconal abiles infomation.
Signature [ Relationship: Date (@d/mmfyy) | Telaphone B
¢ )
Personal infomation about you will be callected thraughout your cizim under the authority of the Freedom of Informalion and Protection of Privacy Act and
will be used to administer the Workplace Safety and Insurance Act, 1997, your claim and programs of the Board. Medical and non-medical information is
callected , vocational agencle market service providers, emplayers, witnesses, and others as required. Your Social
Insurance Numzer s used to register clalms, Identify workers and 1o lssue Ineome tax receipts and is collected under the outhority of the Income Tax Act
nfomaton may only be disclased to the em ployer, extamal medical, vocationgl, and szfety agencies, extemal payment and serice providers, researchers,
and others as authorized by the Workplace Safety and Insurancs Act and the Freedom of Information and Protection of Privacy Act. Your name and teleghone
number may be disciosed ta third party ing satisfaction d focus groups. Questions should be directed to the tecision maker
responsible for your file or toll free at 1-800-387-6540.

A more detailed PRIVACY STATEMENT for workers may be found at or by calling toll free at 1-800-387-5540.
L3 Page3ofd
00062(07/05)
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Form 6 — Page 4

5 Worker's Report
WsB of tnjury/ Disease (Form 6)
CSPAAT

Please PRINT in black Ink
Wiorker Name - Last Name First Name. [Social nsurance Number I

K. Additional Information

The Workplace Safety & Insurance Act requires you to give a copy of this report

Lo S (Worker's Report of Injury/ Disease - Form 6) to your employer Pagedord

R
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Form 7 — Employer’s Report of

Injury / Disease

The employer must complete a Form 7 when the
are aware of a work related injury or occupationa
disease that causes a worker to:

1. Absent from reqular work

2. Earnsless than regular pay for regular work

3. Requires modified work at less than reqular pay

4. Requires modified work for more than 7
calendar days

5. Requires health care

Canadian Union of Public Employees DJC/dt cope491



Form 7 — Employer’s Report of

Injury / Disease
Employer must submit the Form 7 to WSIB
within 3 calendar days
Employer, by law, must provide a completed

copy of the Form 7 at the same time as they
provide it to the WSIB
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Form 7 — Employer’s Report of

Injury / Disease

Workers will receive a copy of the Form 7

Check the form for accuracy
1.  Rate of pay
2. Accident description
3.  Description of injury including
specific parts of the body
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Form 7 — Employer’s Report of

Injury / Disease

VEA';B MailTo: OF FaxTo: Employer's Report
200 Front StreetWest  416-344-4684 of Injury/Disease (Form T)
CSPAAT ToortoON MSVAJL  0R 18883137373

Please PRINT in black ink

A. Worker Information

Job Tile,/Oceupation (at the tme of accident/fliness. do nat use abbreviations] | Length of time in this position Saclal Insurance Number
while working for you
Please check i thisworkerisa: [ ] executive [ ] elected official [ Jowner ] spouse or elative of the employer
s the worker covered by a Worker Reference Number
- Union/ Cellective Agraement?
_UmOw | ]
 Aadrons (rurriber, sirect, agt, s Worke's proferred language | pateof 04 mm gy
i B English [ ] French Birth
H Other
 CiyTown Province  [Pasial Cade Telephone
( 1
- - Sex Daeof | 9 mm
Owm JF Hire
Foid here for
B. ation 1 #10 smaicps 5
Trace and Legal Name (1 differant provide both) Check b QR — Account  PrOviE Rumber M
] one: Number Number
Mailing Address Rate Graup Number Classification Unit Code
| City/Town Ipmmm Postal Code Telophone
( )
Deszription of Business Act Does your firm have 20 or T FAX Number
more workers? Cves COro i€ y
Branch vker is based (if dif ling address - no i
Cly/Town "___ Province | Postal Coda Witemate Telephone
( J
C. Accident/Iliness Dates and Details
1. Datz and hour of dd mm gy M | 2. Who was the accident/illness reported to? (Name & Position)
accident, Awareness o
of liness F
Doteand hourreported 94 Mmoo ¥y m Tolephone Bxt.
to employer PM ( )
3. Was the accident/ iliness: 4. Type of accident/fliness: (Please check all that apply)
Sudden Specific Event/ Oecurrence Struck,/Caught Fall E Slip/Trip
Gredually Occurting Over Time Overexertion Harmful Substances/Environmental Mator Vehicle Incident
Occupationz Disease Repetition Assault
Fire/ Explosion Other
. Area of Injury (Body Part) - (Please check all tn;t'-p_pﬁ - T )
Teeth Upper back Right | Left Right Le4~ Right
Neck Lower back Shm\der Wrist Kip Ankle
Chest Abdomen Hand wgn Foot
Pelvis Elhnw Finger(s) Toe(s)
Forearm Lowty tlog
6. Dmnhe wnanmpnened m:ﬂ”iﬁ'—ﬂl‘ﬂﬂﬂﬂ‘ﬂ“l”ﬂ!ﬁ anu what the: wnrkarwasdmugatlm time. ulnnga su \h boz, shpped nn wemoa. repetitive movements,
) ment, materials, chemical, gas, fumes, other
nwcnnha!mynave Cortibieed For 3 condition that oceurred gradually over time, pll.lc ‘attacha ‘description of tha physicai
activity required ta do the work.

A guide to complete this form is avallable at m Page1ofd

(S0
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Form 7 — Page 2

mﬁ Efnl‘ﬁ::vyfanrl:af;l?gum ki
Claim Number
Please PRINT in black ink
Warker Name

Social Insurance Number

C. Accident/lliness Dates and Details (Continued)

7. Did the accident/ilinass happen on the smployer's Specify where (shop floar, warehouse, client/customer site, parking lot, etz..).
premises (owned, leased or maintained)?,
yes [ no

8 ident/llIness happen outside the Province If yes, where (city, provings, state, courtry), *
of Ontario?
Cyes CIno
8. Are you aware of any witnesses or otrer employees 1 Y0, provide name [s], pasitions), and work phono number(s). i
imolved in ths ace dert/liness?
[Jyes [no 1
2,
| 10. Was any individual, who coes notwork fnryuurﬁlm If y@s, please provide name and work phone number
partally ortotally responsicle for this
accident/ liness? [TJyes [Jne
4. Are you aware of ny prior similar orrelated problem, | 11Y©%, please explain T

injuiry or condition?
[res [Jre

12. Ifyou have concems sbout this claim, attach a wiitten submission to this form, [ submission attacned

D, Health Care ]
1. Did the worker recelve health care for this injury? dd - mm oy 2, When did the emplw,c.rleem that the worker dd  mm oy
received health car
Ores [Qno If yes,when :

3. Whare was the worker treated for this injury? (Please check all that apply)
[Clonsiteheancare [ Ambuiance  [] Emergency depament [ ] Admittedtahospital [ Health protessionaloffice [ Cliic
[[other:

Name, address and phone number nfnean.n professional
o facility who treated this worker (if known)

E. Lost Time - No Lost Time

L, Please on i After the day of of liiness, this worker:
[T Retumet to his/her regular job and has mot lost any time and, or camings. (Complete sections G and J).

[ rewmed 1o modified wark and has mot lostany time and/or camings. (Complete sections. F, G, and J).

] Haslosttime and/or earmings. (Complete ALL remalning sections).

W om oy 4 owm oy
regularwork
Provide dats worker fist fost time D> Date worker retumed to work (fknown) odified wok
2, This Lost Time - No Lost Time - Modified Work information was confirmed by: P— o
[ mses D other
Name ( )
F. Return To Work
L. Hase you been provided with work | 2. Has modified workbeen | 3. Has modified work been YO8, wesk | Accepted || Declined
limitaions for this worker's Injury? | discussed with this worker? | offered to this worker?
If Declined please attach a capy of
ClvesCno | Cyes Cne Cyes (o O J o wrttn offor givanto the warker.
&, Viho s responsible for aranging worker s retum to wark T ) —
Telephon
upeer Doter clephone Bt
Name { )
00074 (11/05) Paito 2 of 4

D=
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Form 7 — Page 3

Employer's Report
of Injury/Disease (Form 7)
Claim Number
Please PRINT in black ink
Worker Name Soclal Insurance Number
G. Base Wage/| - Donot ime here) ]
L. s this worker (Please check all that apply)
Permanent Full Time Casual/Iegular Student Registered Apprentics ] Ofner Operator or
Permanent Part Time Seasonal Unpaid/Trainee Optional Insurance E
Temporary Full Time Contract
Temporary Part Time Other
2. Regular rate of pay ' i
s per Dhnur Dday D week Domer
H. Additional Wage Information ]
1. Net Claim Code — — - — —— 2. Vacation poy Provide
or Amourt Federal L ] Provincial [ ] - on each cheque? Ces[Jno percentage %
3. Date and hour last worked 4. Normal working hours on 5. Actual eamings for 6. Normal eamings for
o oo last day worked last day worked last day worked
" To

From
AV AM A
|Pv) M P | $

i — = = - — = - I
7. Advances on wages: .
Istheworkerbeing paid while he/she recovers? L bes [Ino ityes,ndicate: (7] Full/Regutor [Jotmer

8. Other Earnings (Not Regular Wagos): Provide the total of additional earnings for cach week forthe 4 weeks before the accident/i ness.

* For Rotational Shift workers - If the shift cycle exceeds 4 weeks, Use these spaces for any other eamir
please attach the formation for the last i W (indicate Commission, Differentials, Premiums,

cycle prior to the date of accident/iliness.

_____ tfiliness. Bonus, Tips, In Lieu %, etc... —
From Date To Date Mandatory Voluntary o sion asion
rod | Ay |0y | ety | Goumapyy |cormee [consen | commason | connan
| week1 | [ ‘s s s s $ s
[ week2 | fs $ s $ $ $
| Wweeks | |s Is s $ $ $
’\ Weeks || | [s is s s s $
1. Work Schedule (Complete either A, B or €. Do not include overtime shifts) ]
[[] () Regutar Schedute - Indicate normal work days and hours. » v Friday, 40 hours
[Sunday | Wonday | Tuesday | Wednesday| Thursday | Friday | Saturday ST ';,%t_;T_T ;i}
| Sunday ! | -
o, L S S N S S— J
[[]8.) Repeating Rotationat Shift Worker - Provide
NUMBER OF NUMBER OF HOURS NUMBER OF WEEXS
DAYS ON DAYS OFF PER SHIFT(s) INCYCLE
& P Example: & days on, 4 days off, 12 hours per shift, 8 weeks in cycle.
[I(c.) Varied or Irregular Work Schedule - Provide the total number of regular hours and shifs for each week for the 4 weeks
tior to the accident/illness. (Do notinclude overtime hours or shifts here).
o I Weekl | Week2 Week3 T Week4 |
From/To Dates (dd/mm/yy) / | / | ! / |
| Total Hours Worked | | |
Total Shifts Worked
3. Itis an offence to deliberately make false to the Wi Safety and Board.
| declare that all of the information provided on pages 1, 2, and 3 is true.
Name of person completing this report (please print) Official title
Signature —— B S o = Telephone - B Date ad mm w
{ )

THE WORKPLACE SAFETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM TO YOUR WORKER
00074 (11/05) Page3of4
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Form 7 — Page 4

Employer's Report
@E of Injury/Disease (Form 7)
CSPAAT [cmm amber

Please PRINT in black Ink

l\umukam lsucm Insurance Number

K. Additional Information

THE WORKPLACE SAFETY AND INSURANCE ACT REQUIRES YOU GIVE A COPY OF THIS FORM 70 YOUR WORKER
0007A (11/05) Pagedof 4
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Form 8 — Health Professional’s

Report

Initial report of treating healthcare providers

Worker should provide an accurate
description of how accident happened

Worker should ensure that all areas of injury
(O

are reported gj
lﬂi T

=

)

Y

]

)
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Form 8 — Health Professional’

Report

] ||
WsSB Health Professional’s Report Cizim Numaer
csfig  (FormB)
Patient’s Last Name’ Patiert's First Name Social Insurance No.
D. Clinical Information Section (continued) 1

3. Patlent's Present Complaints (subjective compiaints)

Opein [ Peresthesia [Jsuifness [sweting  [weskness [ otrer

Deserption:

4. Physical Examination (objective findings)

Busing [ creptaton [ soint Effusion ] Lump/Sweliing [ Tende

ss [ omer

Oaur O petormity [ Laceration [ scar [ wasting
Description
5. Aro thare abnormal signs for any of the following 50 please descrie:

eRoM [Jrassverom [ care
Oswengn  [lreneses ] sensavon [J omer

. Até You aware of any pro-existing or other conditions, factors that may dolay resovery? s Ore

7. Diagnosis/Working Diagnosis

tment Plan and Return to Work Infor:

[ 1 Treatment Pian
Provide your proposed treatment plan for this
patient (include goals, duration, freguency, etc..)
[ 2 Medation(s) Prescribed I
Provice prescristion details and anticizated
medicaton adverse effects that could possibly
iim pact ability 1o Return To iork

Treatment Plan,Medication details.

[0 3 Assistive Deviees Prescribed
Prov de detalls (cane, crutcnes, orthotic,

Supports, erc. ).
| 4 Investigations & Reforral ~ 1
[ wone Cwevs Oxms  [orsaan  [Jur [ emames [ oter
O ramiy Prysician [T T hame - _ -
O cniropractor [ message Therapist [ occupaticnai Heatth Centre
[ ehysiomerapist ] Occupational Therapist [ ] Other:
Nome of Referral or Faciity (f known) Telephone Numoer w Appointment  dd  mwm |
. Date

ho patient’s statu nosls (ple
&[] o Limitations

8.[] specified Limitations
(Please Speeify}

50 560 Page 4 for

8}

Kneeling Persanal Pratective Equipment
Climbing Stairs/Lacders Use of Public Transportation
Use of Upper Edrenities Dperation of a Motor Vehicie

Retu Operating Heavy Equ pment.
<0 ottt Limitations. Due To Emironmental Conditions L Otrer
Explanation: . — - |

8. From the date of this assessment, the above status{es) will apply for approximately: | 7. Have you discussed Recwrn To Work and these task

[O1tezdas [Jaw7oas []swiedes [] 14+ vays "

limitations as part of your treatment with your patient?

8. Follow-up Appaintment  [™]None Required D nestday; O] 2te3days [ 1week [ 2 weeks;
His an offence lo knowingly make a false or to the WSIB. | ¥ that the being
aubmitied is trus and compiete.

‘Ho;m‘ Professional’s Signature Telephone Number Date  dd  mm o

W CO0BAT06/05] o g
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Form 8 — Health Professional’

Report

Health Professional's Report Claim Number (If nown)
(Form 8)

A. Patient and (Pationt to Complets ]

Last Name

nit,

Address (ro. street, apLy

City/Town [Festarcode Telepnone ho.
| t )

Social Insurance 1o. Job Tiie/Occusation Fealth Card No.
Dateol @d wm ™ St Language Does your employer have work duties that you can co
Ll e |\ Toe T while recovering? yes [ Jao [Jaontknow
Business or Comzany Name ‘a,pemswmmacr Name

_ | S
Address (no. stree, apL)
City/Towm ) Frov. [Postel Cooe Telehane No.

i )

Did you tell your employer about njury/diness? | Help us serve you better oy telling us the siz8 of your company:
[Tres no Small {1-19 workers),
 Board (WS1B) collects yout infarmation |o sdmirister and enfrce the Workpincs
Number s used iduntify workors and to v 1t fomation statements a8 o

i Gard Nurber 5 callecied under the Suthariy of th Pervonal Heafh fftsmation Frotection Aot and.s used for neaith and planning,
fﬁﬁaft' A"‘ﬂ studies. Questions should be cirected o the decision maker responsible for \nur le of toll free at 1-800-387-5540.

B. Health Professional Billing Information

O cripractr [ Fisie

Health Professional Name (olease print]

[ ortame04)

The Warigiace Safety and

uran

__[[] Registered hurse (Extende Closs) |

ddress [no. street, apt) Your Invoice Na.

City/Tawn ) ) T Frov. | Postal Code FAX No. ]
I )
€. Incident Dates and Details Sectian | | oate of @ mm v

L. What s your unde

= Accident/
AN 35 10 110w W15 U/ Hiness or 76 Injury oceured?
"' Wit ey e Recurrence

2. Have you previously reate:

th :mum'crrm nu-w yes[ | no
Vs o vessnan s yor g "= L1

3. Are you this pe orimary Lacation of this |_[office Erergency Dept. |_JWorkplace Date cfthis 9 ™™ v
et moess onat [yes [Jno | zssessment Plwaiicin cine [ omer assessmen:

4. Did ancther Health Professional assess f yes, where and when Date a mm BT
this patient befare you? |:],ES |:| no  @id this take place?

[. clinical nformation Section
|1 Area of Injury (Body Part) - (Please check all that apoly)

| [ sain Ears Upger back Left Right | Left Rignt | Left Right Rignt
| [ Heac Teeth Lower back Shouider | Wiist Hip Ande
| Faze Neck Audomen Arm | Hand Thigh Faot
|Hae Cnest Pelvis Eloow | Fingers Knee Toes
Fa Lower Le;
| Oover: ouerLag
‘ 2. Type/Nature of Injury - (Ploase check all that apoly) -
1 an Dise Herniation Puncture: Asthma infectious Disease
= Dislocation Repetitive Strain Injury Dermal Needle Stiek
Epicondylitis Spinal Gord Injury Fumes- Inhalotion Poisoning/Toxic Effects
i Sprmn/Strain Heoring Loss Payshologica
Tendontis/Tenosynovitls
Contusion/Hematoma
[‘msh nlury ation
J naratie Joint Disease [ pom - inceterminate ongn L] Other
000BA (06,/05) popez M

N
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If in Doubt,
File a Claim

9 4
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FAF — Functional Abilities Form

Provides information for the purpose of
assisting in Early and Safe Return to Work

Notes worker restrictions / limitations

There is no limit on the number of times a
FAF is filled out
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FAF — Functional Abilities Form

v
Wi e o
sl

r& etz
gy 4%

7S,
185 "5
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Worker & Union Obligations

Maintain communication with WSIB
Maintain communication with Employer
Notify WSIB of an Material Change in Circumstance

Cooperate in Health Care

Cooperate in Early & Safe Return @

to Work
Assist in identifying suitable work
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Employer Obligations

Maintain communication with WSIB
Maintain communication with worker

Notify WSIB of any Material Change in
Circumstance

Cooperate in ESRTW

|dentify Suitable Work
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Suitable Work Is:

Suitable

Safe
Productive

Available

Within the workers’ Functional Abilities \\ J

If pOSS|bIe restores workers' pre-injury /@
earnings | =

_~
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Roles of the WSIB

Eligibility Case Manager
Case Manager
Nurse Consultant

Medical Consultant

Work Reintegration
Specialist
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Early & Safe Return to Work

(ESRTW)

When a workplace injury or occupational
disease occurs, the workplace parties
(Worker, Union & Employer) are required
under the Act to cooperate and work
together in achieving the workers’ early and
safe return to appropriate work with the
accident employer.
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Early & Safe Return to Work

(ESRTW)

Starts the moment the employer learns of
Injury

“"Early” means as soon as worker is
“functionally fit”

"Safe” means no risk of injury to worker or
co-workers
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Early & Safe Return to Work

(ESRTW)

Workers are encouraged to attempt to
perform the offered job

WSIB RTW Specialists will provide mediation

service P
)

Non-cooperation penalties 2|

T ————

)
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Where to next ??

M
(

PE National Representatives
PE National WSIB Representatives
PE Union Development (Education)

M
(

M
(

‘ u PE .S‘ F P / Canadian Union of Public Employees
Syndicat canadien de la fonction publique
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Questions
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